that can be arrived at by traditional medical means.
To return to my patient: in time her finger healed, and we discussed her problems a few times. This gave her great relief and a chance to deal with her anger in a more sensible way, by putting her point of view to her husband more forcefully, even at the risk of having a quarrel. In the end she persuaded him to move house.
Perhaps I have surprised you by using this simple case as an illustration of psychotherapy in general practice and as a model for demonstrating some scientific principles of psychotherapy. But general practitioner psychotherapy differs from the formal psychotherapy of the psychiatrist in many ways. General practitioners and psychiatrists have quite different approaches to the patient. A psychiatrist usually meets a complete stranger from whom he has to extract all the requisite information in one or more lengthy sessions. In contrast, the general practitioner usually has a good deal of knowledge about his patient, put together piecemeal from various encounters with him. Even more fundamental: in general practice our aim and the extent of our psychotherapeutic intervention are concerned chiefly with a limited area of the patient's life.
In my patient, her anger with her husband, her feeling of guilt about this, her desire to keep up with her particular Jon-es's, and her wish to have a better house in opposition to her husband's wishes had, of course, deeper psychological roots in certain constellations of her development and her sexuality. But it was neither necessary nor desirable to uncover or interpret these. My patient came to me, holding out her painful middle finger. She had asked me to repair the damage she had inflicted on herself, a damage that arose because the carefully maintained balance between her aggressive feelings and her control had broken down. She had been frightened that this breakdown might lead to her own hurt, perhaps destruction. And there my task lay.
In the few brief discussions I had with her, I permitted her to talk about her anger without censure or partisanship. She could see for herself that her anger was tempered with a great amount of goodwill for her husband, and that it only became so violent because she was afraid of voicing it for fear of losing control over, it. After a while she saw that even a quarrel between her husband and herself would not necessarily let her anger get out of hand, and that by showing her husband how deeply his insistence on remaining in the old house affected her, she could persuade him much better than by her previous over-control. That was the limited aim of my psychotherapy and seemingly it had been achieved.
Here are thus some clues to the answers to the questions that I asked at the beginning, namely 'what is general practitioner psychotherapy?' and 'how should it be practised?' General practitioner psychotherapy consists in dealing with our patients' emotional problems in their setting, as the patient in the symbolic language of symptoms and signs presents them to us, and by translating the presentation in a form meaningful and comprehensible to both patient and doctor. The aim of this psychotherapy is limited to helping the patient to understand his current problem, as it presents here and now, and not necessarily with reference to his past history or the general complexities of his personality structure.
The method of applying general practitioner psychotherapy is by the use of the scientific principles that I have mentioned, especially by 'listening' and not just by intuition or by some innate clairvoyance. This raises two questions:
(1) If we have to apply scientific principles and methods, how can we learn to do so? General practitioner psychotherapy is a skill that needs hard work and application for its acquisition. Golden rules and good advice in a lecture on how to do it, do not get us very far. If doctors wish to become proficient and scientifically adept in this most important and most valuable field of their work, they will have to take part in training schemes, such as those first instituted twelve years ago by Michael Balint, that have now spread to many parts of the country. (2) As scientific knowledge in this field is at present still scanty and incomplete and as obviously the best training scheme will still leave us without a complete technique, how can we avoid making mistakes or even causing damage? Our general practitioner psychotherapy is still an uncertain discipline, but experience has shown that mistakes in its application cause no damage. Dr Anthony Ryle (London) Two questions are implied by the title of this meeting: (1) Should the non-psychiatrist carry out psychotherapy? (2) If we assume that he should what are the indications and correct forms for such psychotherapy? Before going any further one must provide some definition of psychotherapy. For my purposes, I propose to use the term fairly broadly, as covering the use of a professional relationship with a patient or client in such a way as to influence the perceptions, assumptions and expectations of the patient, and hence achieve an alteration in his mood, symptoms and behaviour. With this definition, a large range of procedures can qualify as psychotherapy. For the purpose of this discussion I also propose to assume that psychotherapy can be an effective means of treatment.
My own attitude to psychotherapy lies between the Eysenckian Scylla and the Balintian Charybdis. While rejecting the nihilism and questioning the claims to objectivity of Eysenck, I believe that the doctor's importance and influence are less profound than Balint would argue. Having agreed upon a rather general definition of psychotherapy, one can make a further statement about its content which is applicable to psychotherapists of many different schools. The psychotherapist treats his patient seriously and as of valuea rare experience for many people. He gives his patient time and the opportunity to talk and gives varying proportions of advice, suggestion, explanation and interpretation. If we accept that these procedures are a common basis for psychotherapy, we can go on to argue that the general practitioner, whether he is fully aware of the fact or not, is almost bound to exert some form of psychological effect upon his patient, in so far as the tradition of medicine encourages him to treat his patients with care and respect. For the working class patient in particular, the general practitioner is usually the most friendly and acceptable middle class individual and this intensifies the impact which a doctor's care and attention has upon the patient, although class difference also acts as a barrier to clear communication. However, the patient's attitude to the doctor is not simply one of an individual with a problem going to an expert. Illness arouses anxiety, the anxious patient would like his doctor to be allpowerful, and because of this will tend to idealize him. Because the doctor is not all-powerful and because the patient has irrational, dependent needs which the doctor cannot meet, the doctor may also receive less flattering feelings from his patient, which one could class as projections. Apart from idealization and projection, patients, because of the nature of illness, are liable to develop dependency uponthe doctor and this both they and the doctor may find gratifying. The good general practitioner may respond correctly to these covert processes quite instinctively, but to be effective psychotherapeutically he needs to be conscious of these aspects of the doctor/patient relationship and to resist gratifying his own needs, whether these are for power, to be needed or to be omniscient. He must clearly communicate his real role, first by achieving communication across class barriers, and the work of Hollingshead & Redlich (1958) reminds us how large an influence these have in the doctor's responses to his patient, secondly by resisting incorporation into the patient's fantasy world or involvement as an agent in the patient's interpersonal battles. In so far as these problems arise in every doctor/patient relationship, even with patients not presenting with primarily psychiatric symptoms, every general practitioner can beand in fact needs to bea psychotherapist to some extent.
If we now go on to concentrate upon the patients with psychiatric symptoms, there is a second major argument for psychotherapy to be carried out by the general practitioner, and this is the argument of numbers. As Kessel & Shepherd's (1962) review of many published papers has shown, about 10% of the population present each year to their general practitioner with conspicuous psychiatric symptoms. Of these, about one in 10 are referred to hospital. The reasons for these referrals are not really understood: there appears to be selection on grounds of youth and on grounds of maleness, judging by the comparative figures for outpatient attendance and prevalence in general practice; but there does not appear to be any very certain selection on grounds of severity. As regards children, in my own practice, for each child referred to child guidance (and I refer 8 % -10 times the national average found by Douglas & Mulligan, 1961) , there are 5, equally disturbed, not referred. Clearly, if all the population suffering from psychiatric disorders were to be referred, psychiatrists could cope even less than they can now with the demands made upon them for psychotherapeutic help. The number of emotionally disturbed patients is such that even the general practitioner with enthusiasm for psychotherapy must exercise considerable caution and selection in applying more than a very superficial psychotherapeutic method.
Faced with a patient presenting evidence of psychological disturbance, one should attempt to formulate the problem after the initial one or two interviews, i.e. to reach a diagnosis. The traditional assessment consists of applying a diagnostic label which, if it is a good one, will at least take account both of the personality structure of the patient and of the particular symptoms and mechanisms displayed by him. Such an assessment is of importance, as is the exclusion of organic or endogenous factors in the illness. But in deciding what psychotherapy to provide, a diagnosis of the patient's situation and relationships is of equal or greater importance. One hysterical patient with conversion symptoms may require long-term, intense psychotherapy, another may require a brief interview and a pill, depending upon these factors. The group of patients in whom prolonged individual psychotherapy is indicated constitutes a small minority of the general practitioner's load of psychiatric patients. These are the young patients of adequate intelligence and with reasonable personality strength, whose behaviour leads to isolation or a series of failures in personal relationships. Few general practitioners would themselves be able to carry out the intense analytical type of psychotherapy which these patients require. Ideally, they should be referred to psychiatrists and treated by expert individual or group psychotherapy, although with facilities as they are at present, this ideal solution is not always practicable.
A second group, rather larger than the first, is made up of patients with more severe personality problems or fixed, long-standing neurotic illnesses, or patients who are tied in immutable but discomforting relationships: patients who are beyond psychotherapeutic help. Psychotherapy of any depth can be harmful to these patients (and to the general practitioner); the main aim of treatment must be to achieve in both the doctor and the patient some tolerance of the symptoms, processes in which drug therapy may play an important part. The recognition of the differences between these first two groups is not, however, always easy.
A third group of patients, far more common, is made up of people who have significant personal relationships but who present to the general practitioner with acute symptoms, possibly quite severe ones, which have been provoked by some crisis in these relationships. The assessment of these patients is important. In some, the circumstances which appear to have provoked the breakdown may be no more than the manifestation of personality disorder in the patient himself in which case he probably falls into the first or second category mentioned above; in others, the individual's symptoms may be a manifestation of disturbance in his family group or in an individual with whom he is closely related. This group constitutes the largest single group of patients with psychiatric problems attending general practitioners. Some 30 % or so of the population have chronic problems in interpersonal adjustment and will present with chronic or recurrent symptoms of emotional stress and tension. These are the more or less insecure, immature people with only partially-met dependent needs, whose adjustment to life is maintained only at the price of some restriction and of some symptoms. These are people whose adjustment to each other incorporates neurotic mechanisms, often at the cost of some destruction and limitation of personality. It is with this type of patient that general practice psychotherapy is mainly concerned.
The type of help needed by these patients could be described as interpretative support. This may be given in brief interviews in the course of ordinary surgeries, or in special hours outside surgeries, and the ratio of interpretation to support will vary at different times and with different patients. Some patients must be allowed some dependence, some patients will need some advice and some suggestion. With these patients, the general practitioner should attempt to define his role as accepting, non-critical and interested, but he should aim as far as possible to avoid too profound an attachment and dependence on the patient's part. I think it is wrong to believe that these patients inevitably form, or need, an intensive transference relationship with the general practitioner; their neurosis is expressed in their everyday relationships, and treatment can focus upon these relationships. These patients will very seldom fully recover, but the general practitioner can play a part in gradually increasing their selfacceptance and their ability to see themselves and other people more realistically. This sort of psychotherapy may extend over many years, over whole phases of the patient's life, matching in this way the long-term nature of neuroticism. Psychotherapy of this type is a basic and inescapable part of good general practice and is carried out by more general practitioners than would admit to being psychotherapists. However, it is only a partial response and does not take into account the fact that as well as presenting with symptoms, many of these chronic, relatively mild neurotic patients are affecting the lives and emotional health of others, and particularly of their children. It can, I believe, be argued that the treatment of one individual patient may at times imply a type of collusion with a family sickness. The automatic response of the doctor when presented with a patient with symptoms is to attempt to relieve the patient, but the chronic neurotic individual, who is a member of a family group, might often, I believe, be equally helped himself by a therapeutic approach concentrating upon the family group, and such an approach might also offer a chance for preventive psychiatry.
The problems of treating a group rather than an individual are considerable, but in many ways general practice provides an ideal setting for such Section ofGeneral Practice with Section ofPsychiatry 837 an approach. Treatment directed to the family, or to a pair, begins with different assumptions from treatment of the individual: it is based upon the premise that there is a failure in communication within the group. The main emphasis, therefore, is upon improving communication and exposing the blocks, distortions and false assumptions which are operating. This involves the recognition of unconscious processes, but need not involve the dismantling of any one individual's defences. Its aim is the restoration of equilibrium in a system which is, for the time, out of balancea more limited but often more realistic aim than the alteration of personality. It also allows one to make use of the resources of the stronger members of the group.
Over the past three years I have worked on a research project concerning families on my list.
In this project, a psychiatric social worker has interviewed the parents of 112 families. Despite my ten years in practice, most of them with a fairly marked psychiatric bias, it became clear to me that I lacked systematic knowledge of the family situation in the majority of instances, even where quite intense treatment had been given to some members of the families. It is very hard to be a real family doctor. There is a case for the psychiatric social worker to join forces with the general practitioner. A general practice psychiatric social worker could carry out family-centred casework of low intensity and long duration, in combination with the support and interpretation given by the general practitioner.
To recapitulate my arguments, I believe that psychotherapy by non-psychiatrists is bound to occur. Psychotherapy is an inevitable part of general practice, both because of the nature of the doctor/patient relationship and because of the high prevalence of neurosis. Intense, individual psychotherapy, however, is only indicated, and only possible, for a minority of patients, and can be harmful to some. Long-term, non-intensive, interpretative support from the general practitioner is an effective and valuable form of psychotherapy,but a greater emphasis upon families, rather than upon individuals, and working in co-operation with general practice psychiatric social workers could greatly increase our effectiveness.
I have based my argument upon the role of the general practitioner: I would like to place this in a wider context. I believe that the scale of emotional disturbance is too great for any medical or professional therapeutic solution to be conceivable. The more intense the psychotherapeutic method advocated the less relevant it is to the social challenge of neurosis. More thought needs to be given to the deployment of psychiatric resources. I do not deny the value of individual psychotherapy, carried out by psychiatrists or by general practitioners and I continue to practise it, but this is no more than a small part of the psychotherapeutic process needed. An increasing proportion of psychiatric time and skill should be devoted to enlarging the vision of other professional workersthe family doctors, paediatricians and social workers, to whom people bring their problemsand the teachers, clergymen, probation officers, club leaders and others whose role is not primarily therapeutic. Family casework, in which help is given to the less sick member of the group, is a logical extension of this process of dissemination.
In achieving this distribution of psychotherapeutic skill, we will need help from the sociologists who study aspects of behaviour that we tend to ignore, including our own, and we will have to overcome, within the profession, not only the prejudice and personal blocks of the antipsychiatric but also, perhaps, our omnipotent tendency to claim too much for our own skill.
